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SATURDAY, SEPTEMBER 13, 2014, 5:00 PM–7:00 PM www.jacctctabstracts2014.comperformed independently for all treated lesions. We compared QCA and major adverse
cardiac events (MACE) including death, myocardial infarction, and revascularization,
in male and female patients.
Results: Among 93 patients, 72 patients (77%) were male and 21 were female (23%).
The mean age was 56 years. Men had lower baseline ejection fraction and HDL
compared to women. Women were more likely to be African-American and to present
with unstable angina. On QCA, men had marginally worse CAD burden (SYNTAX
score of 13.8  8.2 vs.10.8  5.5, p¼0.08). QCA in women and men are shown in the
table (lesion-level analysis). 1 year MACE (21% vs. 28%, p¼ 0.71) was similar in








Lesion length (mm) 17.1  11.3 16.8  9.7 0.91
RVD (mm) 2.68  0.71 2.5  0.65 0.23
MLD (mm) 0.87  0.53 0.92  0.45 0.64
Diameter stenosis (%) 68  15.5 63  14 0.12
Lesion location
LAD 58 (52.7%) 21 (71.4%) 0.19
LCx 47 (43%) 3 (9%) 0.005
RCA 40 (36%) 14 (47.6%) 0.34
Proximal (vs mid, distal) 30 (27%) 5 (16.7%) 0.51
Heavy calciﬁcation (vs no/mild,
moderate)
22 (21%) 3 (10%) 0.19
TIMI ﬂow grade 3 (vs 0, 1, 2) 79 (73.2%) 25 (86.2%) 0.43
True Bifurcation (x,x,1) 13 (11.9%) 5 (16.7%) 0.49
* p values for >2 groups comparisons (comparison groups listed). Abbreviations; LAD: Left
Anterior descending artery; LCx: Left circumﬂex artery; RCA: Right coronary arteryConclusions: In this ﬁrst, QCA based, HIV and gender analysis, male patients had
numerically worse CAD burden with respect to SYNTAX score, proximal disease and
calciﬁcation, none of which was statistically different. The MACE rate after PCI in
HIV patients was high irrespective of gender. Large prospective studies are required to
explore whether true differential sex-related effects on atherosclerosis development
and progression exist in patients with HIV.
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Background: Hospital readmission after percutaneous coronary intervention (PCI)
has emerged as an important quality metric for post-PCI care. There are limited data
examining the impact of race/ethnicity on 30-days post-PCI readmission.
Methods: We performed a single center study of 3368 consecutive patients under-
going PCI at our center. Race/ethnicity was self-reported as Caucasian, African
American, Hispanic and South Asian. Differences in baseline characteristics, 30-day
all cause readmission and clinical outcomes were examined.
Results: Compared to Caucasians (n¼1605, 48%), South Asians (n¼507, 15%) were
younger, more often male and diabetic while African-Americans (n¼401, 12%) were
more likely to be smokers and have higher serum creatinine and cholesterol levels.
Thirty day outcomes (death, MI, revascularization) were similar among groups
whereas 30 day all cause readmission was almost twofold higher in African-Ameri-
cans compared to other racial groups (Figure). Associations were unchanged after
multivariable adjustment, including insurance status.B34 JACC Vol 64/11/Suppl B j SeptembConclusions: In this single center registry, important baseline differences in clinical
characteristics were noted among racial groups undergoing PCI. While clinical out-
comes did not vary, African-American race was associated with an independent and
increased risk for 30-day readmission.
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Background: Estimating percutaneous coronary intervention (PCI) mortality risk by a
clinical prediction model is imperative to help physicians, patients and family mem-
bers make informed clinical decisions and optimize participation in the consent pro-
cess, reducing anxiety and improving quality of care. At a healthcare system level, risk
prediction scores are essential to measure and benchmark performance. We aimed to
assess the accuracy of the simple, contemporary and well-designed Toronto PCI
mortality risk score in ICP-BR registry, the ﬁrst Brazilian PCI multicenter registry
with follow-up information.
Methods: Between 2009 and 2013, a cohort of 4,806 patients from the ICP-BR
registry, treated with PCI in eight tertiary referral medical centers, was included in the
analysis. This population was compared to 10,694 patients of the derivation dataset
from the Toronto study. To assess predictive performance, an update of the model was
performed by three different methods, which were compared by discrimination,
calculating the area under the receiver operating characteristic curve (AUC), and by
calibration, assessed through Hosmer-Lemeshow (H-L) test and graphical analysis.
The score included the following predictors: age, diabetes, renal failure, NYHA class
IV heart failure symptoms, severe myocardial dysfunction, multivessel disease, left
main disease, recent myocardial infarction, early PCI after thrombolysis, primary PCI,
cardiogenic shock. In order to turn this risk stratiﬁcation more practical and simple, we
sought to divide the integer score according to the predictive risk in low (< 1%),
moderate (1-5%) and high (>5%) risk groups.
Results: Death occurred in 2.6% of patients in the ICP-BR registry and in 1.3% in the
Toronto cohort. The median age was 64 and 63 years, 23.8 and 32.8% were female,
28.6 and 32.3% were diabetics, respectively. Through recalibration of intercept and
slope (AUC¼ 0.8790; H-L p value¼ 0.3132), we achieved a well-calibrated and well-
discriminative model.
Conclusions: After updating to our dataset, we demonstrated that the Toronto PCI in-
hospital mortality risk score has a good performance and discrimination in Brazilian
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